Team-working in primary care
Lonica Vanclay MA JOINT CONFERENCE OF THE ROYAL SOCIETY OF MEDICINE AND THE ROYAL COLLEGE OF NURSING, 17 & 18 FEBRUARY, 1997 In the UK, some 80% of health care needs are now met within primary care, and the driving force of the National Health Service is switching from hospital to community. As primary care expands, we can expect increasing specialization of roles; and, together with the rise in numbers, this could result in fragmentation. Shall we be able to preserve the continuity and personal relationships for which British general practice is valued? Part of the solution may be the team approach, and this paper reflects upon information and ideas presented at a joint conference of the Royal Society of Medicine and the Royal College of Nursing.
THE TEAM
Although health professionals have long recognized the need to collaborate, the notion of primary health care teams in which the different professions make equally important contributions has developed only recently. In the health system of the 1940s, the relationships between the professions were hierarchical, with medical superintendents in charge and matrons and lady almoners subservient. By the 1960s nurses and social workers were working more autonomously. Today, with their heavy workloads and the turbulent changes in organizational structures, the professions are increasingly recognizing the necessity of working in teams. In this attitude they have the support of government, which in documents such as Health of the Nation, Choice and Opportunity, and Delivering the Future has encouraged team-work and interprofessional collaboration.
What is a team? It can be defined as a group of individuals who work together to deliver services for which they are collectively responsible. The shared goals are achieved through interactions within' the team; and the collective accountability means that every member must integrate his or her work with that of the others.
And the obstacles to effective team-work? These include: interpersonal differences; fear of change; intraand inter-professional rivalries and misunderstanding; differentials in power, income and status (real and perceived); differences in conceptual approaches and models of health; lack of training in team-working; different management structures and lines of accountability; different Director, UK Centre for the Advancement of Interprofessional Education (CAIPE), 344 Gray's Inn Road, London WC1X 8BP, England and competing organizational priorities; and disjunction between operational practice (which promotes collective responsibility) and the legal framework (which does not recognize team liability but rather sees the members as personally and professionally accountable for their individual actions).
So, what are the components of effective team-work? There is a wealth of experience from business and industry.
Here are some of them: * Shared goals and clear objectives which take account of individual members' values and aspirations * Clearly defined, complementary, roles which are understood and respected by all members * Clear procedures and agreed protocols * Regular and effective communication * Support for and recognition of the contribution of all members * Commitment by all team members * Regular reflection on progress and feedback on performance.
Difficulties surface continually, and teams need much support if they are to sustain their initial enthusiasm; multidisciplinary guidelines and audit, along with employment of 'education and practice facilitators', will encourage the process. What of leadership? This requires not only the ability to involve all team members in decision-making but also the capacity to resolve disputes, forge a common sense of purpose, and provide guidance. While in the past it was usually the general practitioner (GP) who assumed or was assigned the leadership, there is now much to be said for rotation of the appointment-or for selection of the team member best suited to it. Leadership is to be distinguished from managerial responsibility and clinical supervision. It demands charisma, innovation, trustworthiness, and respect. When a new person is to be recruited, existing members should ideally be involved in the decision, to ensure a proper balance of qualities and skills in the team.
Professionals often work in several teams at a time, and the members of each team may change over time. The optimum size is probably between 6 and 12, though professionals often work in larger numbers. Effectiveness is increased by identifying correctly the occasions when JOURNAL OF THE ROYAL SOCIETY OF MEDICINE Volume 90 May 1 997 teamwork is appropriate and how many people need to be involved; on occasion two, or even one, will suffice.
EFFECTIVE TEAMWORK
There are many successful teams at work in the UK. Here are four examples.
The Shared Learning Opportunities Group in Tayside provides a joint induction programme for young health and social care professionals, including community nurses and GP registrars. Trainers from the professions provide smallgroup learning, shadowing and facilitated feedback. The evaluation suggests that exchange of knowledge and ideas in a supportive setting reduces misunderstanding and helps professionals see others as resources rather than threats or nuisances.
Teamworking between providers of continuing education in primary care is developing in Sheffield. Tutors, GP advisers, nurse lecturers, primary care development nurses, Medical Audit Advisory Group staff, practice facilitators and practice manager trainers are all involved in the setting up of courses. They now meet regularly to explore their different philosophies and their approaches to learning and to plan shared training programmes.
Communication between the several different teams that are part of a large practice in Camberley is fostered at a regular forum where representatives from each profession and/or team meet to discuss issues of concern, share information and contribute to the development of practice plans and policies.
In Lyme Regis, social care staff have joined with primary care professionals; the team also includes a wide range of community staff.
DEVELOPING THE CULTURE
Despite the emphasis now given to team-working, healthcare professionals are still trained for independent, autonomous practice. Thus, many have but a limited understanding of the role of other professionals and of how to work with them. Learning to work in teams must be part of the education of all professionals, and must be continued after qualification. Some of this learning process should be a shared activity with other professionals. An example of such a programme is offered by City University, which provides joint learning for medical and nursing students at undergraduate level. The approach was planned by a committee that had equal representation from medicine and nursing. The students learn together in the clinical skills laboratory, and undertake a community project together. Preliminary evaluation shows that the shared work is enjoyed by both parties and that it enhances their learning. Throughout the country the number of interprofessional education initiatives is growing, and CAIPE, the UK Centre for the Advancement of Interprofessional Education, can provide information about them as well as pointers for good practice.
Ideally, interprofessional learning would be integrated in all educational stages. Changing the culture to one of collaboration is a developmental process, during which professionals are likely to feel anxious and defensive. Although conflict and uncertainty can be a constructive force for innovation, individuals will be helped by knowing the reasons for change, what will happen, and how it is to be achieved.
NEW AND CHANGING ROLES
One role that has changed greatly is that of the practice manager. From its roots in the work of receptionists and administrators, the job has expanded to take in coordination of patient services, quality assurance, audit, staffing, motivation, internal and external communication, financial management, information management, and design and implementation of systems.
A new role is that of the practice nurse. Numbers have grown from 4000 in 1986 to 9000 fulltime equivalent posts today. There has also been a steady growth in the number of nursing teams attached to general practice and in the number of integrated nursing teams. Nurse prescribing, largely by health visitors and district nurses, is now permitted under the Medicinal Products Prescription by Nurses etc Act (1992) .
Another new role is that of the nurse practitioner. In the Castlefields Health Centre in Runcorn, with a practice list of 1 2 000 including many single parents and 1000 children under five, the nurse practitioner undertakes one hundred appointments a week, offering some diagnosis and early treatment. With the longer appointment times there is more scope for giving information and advice. Relationships with other nurses have been difficult, as colleagues felt threatened. While some doctors were sceptical at first and some hospital consultants refused to accept referrals from the nurse practitioner, most doctors were supportive. In other areas, nurse practitioners run specialist clinics and provide care to patients with chronic illness or difficulties with mobility. In the John Radcliffe Hospital, Oxford, nurse practitioners undertake certain procedure-based techniques and are the main or sole therapists in clinics dealing with chronic illness and rehabilitation.
In Sussex trained specialist nurses operate an out-ofhours cover telephone triage service and receive, assess and manage calls from patients or their carers. A study of the pilot service indicates that just over half the calls are nonurgent and manageable by the nurses. Other calls are referred for a GP visit or for a 999 call-out.
Although nurse practitioners are increasingly the first point of contact for patients and issue prescriptions, they are not substituting for or taking over from doctors. The patients seem to be a different group, and the nurse practitioner's approach relates more to the effects of disease than to its causes. In addition, with doctors experiencing excessive workload and stress, nurse practitioners can make an important contribution to reducing the burden and improving access to cost-effective care.
As roles change, so too will organizational structures. In the future, nurses and other professionals who are now primary care team members may become principals and coowners of the general practice. We shall probably see more salaried general practitioners, employed by trusts and voluntary organizations as well as by the principals of the general practice. Primary care organizations, perhaps constituted as limited companies, will develop; and they will secure a good share of contracts for service provision. Through GP fundholders and primary care organizations, we can expect primary care to become a stronger purchaser of secondary care.
With developments such as those outlined above, team-working will be a crucial component of the primary care agenda; but the cultural shift will be slow and difficult. The key element is a strong belief in the value of partnership-embracing not only fellow members of the primary care team but also patients and their carers.
